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ASiT has long maintained that in order to provide the best quality care to patients in the UK and Republic
of Ireland, it is critical that surgeons are trained to the highest standards. In addition, it is imperative that
surgery remains an attractive career choice, with opportunities for career progression and job satisfac-
tion to attract and retain the best candidates. In 2013, the Shape of Training review report set out rec-
ommendations for the structure and delivery of postgraduate training in light of an ever increasingly
poly-morbid and ageing population. This consensus statement outlines ASIT's position regarding rec-
ommendations for improving surgical training and aims to help guide discussions with regard to future
proposed changes to surgical training.
© 2016 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. About ASiT
The Association of Surgeons in Training (ASiT) is a professional
body and registered charity working to promote excellence in sur-
gical training for the beneﬁt of junior doctors and patients alike.
With a membership of over 2700 surgical trainees from all 10 sur-
gical specialities, the Association provides support at both regional
and national levels throughout the United Kingdom and Republic of
Ireland. Originally founded in 1976, ASiT is independent of the Na-
tional Health Service (NHS), Surgical Royal Colleges and specialty
associations.2. Introduction
ASiT has long maintained that, in order to provide the best qual-
ity care to patients in the UK and Republic of Ireland, it is critical
that surgeons are trained to the highest standards. In addition, it
is imperative that surgery remains an attractive career choice,r Ltd on behalf of IJS Publishingwith opportunities for career progression and job satisfaction to
attract and retain the best candidates. Of recent concern to ASiT
is the dramatic reduction in the competition ratios of all combined
surgical specialties from 6:1 in 2010 to 2:1 in 2015 [1]. This might
be evidence that surgery is becoming less attractive as a career
choice and, whilst it is likely that the reasons behind this decline
are multifactorial, undoubtedly the design of the training pathway
is important. In 2013, the report of the Shape of Training Review set
out recommendations for the structure and delivery of postgrad-
uate training in light of an ever increasingly co-morbid and ageing
population. This consensus statement outlines our position
regarding recommendations for improving surgical training and
aims to help guide discussions with regard to future proposed
changes to surgical training.3. Background to the Shape of Training Review
‘Securing the future of excellent patient care’, the ﬁnal report ofGroup Ltd. This is an open access article under the CC BY-NC-ND license (http://
Table 1
Summary of the shape of training review's key recommendations.
1. Full GMC registration should move to the point of graduation from medical school.
2. The Foundation Programme (FP) should continue as a two-year programme, facilitating broad-based learning in community and secondary care settings.
3. Following the FP, doctors will enter ‘broad-based specialty training’ in a general area of practice, which will proceed for 4e6 years.
4. There will be the option of a single year to be taken within training to expand management/educational/clinical experience.
5. The Certiﬁcate of Completion of Training (CCT) will be replaced by a Certiﬁcate of Specialty Training.
6. The future Certiﬁcate of Specialty holder will be eligible to apply for consultant-level posts in the generality of their training area.
7. Subspecialty skills will be acquired after obtaining the Certiﬁcate of Specialty Training by a process of ‘credentialing’.
8. All changes in training (and therefore the products of the proposed training system) will be based on the local needs of the population.
Tabled adapted from Ferguson et al., 2014 [3].
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vid Greenaway [2], set recommendations regarding the structure
and delivery of medical and surgical postgraduate training for the
next 30 years (Table 1). The changes proposed in its 19 recommen-
dations are far-reaching and have signiﬁcant implications for both
current and future patients and surgical trainees in the UK.
Following this initial report, a Shape of Training Steering Group
(STSG) was rapidly established, and six consultation events were
undertaken to gauge opinion on the recommendations. ASiT was
not formally invited to these consultations but did gain access
through other bodies. The STSG reported its recommendations to
the Health Ministers from the four UK nations for further consider-
ation and following the publication of these STSG recommenda-
tions in February 2015 [4], there have been two commissioned
workstreams focusing on the possible implementation of these
recommendations:
1. The Academy of Medical Royal Colleges (AoMRC) and the Gen-
eral Medical Council (GMC) have worked in conjunction on the
Shape of Training Mapping Exercise, which took place in late
2015 [5].
2. Health Education England (HEE) has commissioned the Royal
College of Surgeons of England (RCSEng) to identify and
recommend improvements to the quality of surgical training
and lead a feasibility study and cost/beneﬁt analysis of these
options. The resulting publication, entitled ‘Improving Surgical
Training’, set out the recommendations from this consultation
process [6]. At time of publication, the recommendations from
the consultation process are being considered for piloting by the
Specialist Advisory Committee (SAC) in General Surgery, with
possible interest also being expressed by the Vascular Surgery
and Urology SACs. ASiT was invited to contribute to both of the
consultations and has voiced a number of concerns regarding
proposals made throughout the consultation process [2,7e10].4. The ﬁnal product of training
The ﬁnal product of training in any proposed training reforms
should not be inferior in terms of: competency, technical ability,
professionalism and employability, to the current Certiﬁcate of
Completion of Training (CCT) holder. At the end of training, an in-
dividual should be competent to practice independently as a
Consultant Surgeon within their chosen specialty, and we strongly
oppose the creation of a ‘sub-consultant grade’ [2,11]. This includes
a drift towards a sub-consultant grade, even if not explicitly named
as such. A movement from specialisation towards generalism is a
retrograde step. While patients need surgeons competent in emer-
gency surgery, published evidence clearly demonstrates that
specialist surgeons in high-volume centres achieve better out-
comes for patients [12e15]. Training should be augmented to
ensure that specialists also have sufﬁcient general and emergency
skills.5. Postgraduate training pathway design
5.1. Length of training
The UK training pathways for surgical specialties are among the
longest globally, particularly for oral and maxillofacial surgery. It is,
however, difﬁcult to envisage how a decrease in training time may
be possible, owing to the service provision demands in the UK Na-
tional Health Service (NHS) setting. If a reduction in the length of
postgraduate training is to be considered in the future, such major
change would require successfully piloted training programmes,
including the shift of workload toward more dedicated training
alongside a lesser commitment to service provision or, potentially,
supernumerary training posts.5.2. Run-through training
There are recognised advantages to run-through training,
including a ﬁxed training location and a cost saving by holding
only one national selection process. However, the beneﬁt of an
uncoupled training pathway is in providing a second ‘gateway thus
ensuring competitiveness and allowing trainees sufﬁcient exposure
to a broader range of specialties to enable them to make more
informed career choices. Run-through training in Neurosurgery has
been implemented with success, as it has with small numbers in
Trauma & Orthopaedics in Scotland. There are also on-going pilots
in both Cardiothoracics and Oral and Maxillofacial surgery. However,
a pilot of run-through training in Trauma & Orthopaedic Surgery in
England was abandoned in 2011 after 3 years, due to a high attrition
rate. It is likely that a ’one-size-ﬁts-all’ approach to selection and pro-
gression through training will not be acceptable. If run-through
training is to be implemented in other surgical specialties then
robust selection and ARCP processes must exist.5.3. Modular-based training
There may be a beneﬁt to the introduction of modular-based
training experiences, encompassing clinical activities related to
sub-specialty themes. There may be scope for a dedicated training
block to accelerate learning in interventional procedures such as
endoscopy or interventional radiology, where traditionally time
allocation to such activities has been limited and indicative
numbers for competency may be difﬁcult to achieve. Separation
of elective and emergency workload in the early years of Higher
Surgical Training could be beneﬁcial in allowing greater operative
exposure where the local workload permits. However, skills gained
in elective modules could be used to demonstrate or accelerate
competence in emergency surgery, and vice-versa. We recognise
the importance of complementary exposure to outpatient clinics,
elective operating and peri-operativeward care in themanagement
of elective patients; as such wewould not support the introduction
of separate training blocks for these activities.
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Post-CCT fellowships should remain as additional training expe-
rience for advanced techniques or areas of practice conﬁned to a
niche sub-specialist interest and not for curriculum areas or levels
of competency that are currently achieved within a surgical
training programme. Credentials should not overlap with any skill
or competency accredited in the existing curricula for award of a
CCT [16,17].Wewould support the drive for improved quality assur-
ance of post-CCT fellowship posts and a nationally maintained sys-
tem, but believe that appointment to such posts should be via a
local interview process rather than national selection. Post-CCT fel-
lowships are individualised in both the potential skills to be gained
and location. A national selection process would be detrimental to
this. It may also negatively affect trainees' opportunities to engage
with overseas fellowships. This would decrease the diversity and
range of skills and knowledge available to post-CCT fellows and
may ultimately detrimentally affect surgical standards in the UK.
6. Assessment of training progression
Competency-based training has been championed by Reznik
and colleagues in North American surgical training settings [18];
undoubtedly, patients can be conﬁdent that the Consultant treating
them has achieved competence, rather than being assumed to have
done so after ‘serving their time.’ However, there may be potential
difﬁculties in delivering truly competency-based training pro-
grammes. Wholesale ‘buy-in’ and accountability for failure to
deliver opportunities to meet an individual's learning objectives
would be required from trainers, and bespoke progression may
introduce difﬁculties in ﬁlling rotas and workforce planning;
particularly in light of rotations still being time-based.
7. Use of allied healthcare professionals
Allied Healthcare Professionals (AHPs) including, but not limited
to: Surgical Care Practitioners, Advanced Nurse Practitioners and Phy-
sicians Associates are certainly a valuable workforce in the NHS and
have the potential to enhance training. However, concerns remain
regarding the deﬁnitions of their roles, their regulation, and the
cost-beneﬁt implications for their role within the setting of the
NHS. It is essential that AHPs complement but does not replace junior
doctors and do not negatively impact upon surgical training [19]. Any
funding of continuing professional development activities for
doctors-in-training should be separate and protected from the fund-
ing of continuing professional development activities for AHPs. There
is a great need for the expansion of phlebotomists, pharmacy assis-
tants and administrative staff in order to lessen the service provision
demands on Foundation Doctors and Core Surgical Trainees.
8. Time for training
Currently there are few rewards or incentives in place to ensure
adequate time for training, at both a trainer and an employing Hospi-
tal Trust level. Educational Supervisors must have a job-plan that
values their role as a trainer and allows dedicated, protected time allo-
cated for training purposes. It is therefore imperative that hospital
trusts recognise the importance of training. Trainers should meet
with their trainees on a regular basis to discuss their training progress.
9. Resources for training
Simulation can facilitate the acquisition of both technical and
non-technical skills. However there is currently a paucity of acces-
sible simulation facilities across the UK, with availability varyingacross regions, specialties and training grades [20]. The introduc-
tion of compulsory simulation training should only occur when
there is evidence that it can be delivered nationally without
regional deﬁcits. Any provision of simulation-based training should
be at no additional cost to the trainee and we strongly oppose the
‘top-slicing’ of study allowances to fund the provision of mandatory
local simulation training.
10. Core surgical training
The GMC National Training Survey 2014 [21] results demon-
strated that Core Surgical Trainees reported the lowest satisfaction
ratings out of any specialty (77%). In our recent study just under
80% (1078/1348) of surgical trainee respondents stated that Core
Surgical Training could be improved to include more training op-
portunities, such as dedicated training theatre lists [8]. We do not
agree with suggestions that Core Surgical Training should be
extended to 3 years' duration, but we support an indicative mini-
mum time of no less than two years. An extension would either
lengthen overall training time or take away time from Higher Sur-
gical Training. High-quality training experiences in critical care, an-
aesthetics or emergency medicine can be of beneﬁt to Core Surgical
Trainees when deﬁned learning outcomes, relevant to surgical
practice, are in place. However, time in non-surgical specialties
should not exceed 6 months in total. If a trainee has undertaken
these specialties during Foundation Training, the beneﬁt may be
less for that individual. Recruitment procedures into specialties
that require minimum numbers of index procedures should be sen-
sitive to the fact that some trainees may be less experienced in sur-
gery. Additionally, there is recognised beneﬁt to expansion of the
extended surgical team in relieving Core Surgical Trainees of the
burden of administrative tasks in order to allow attendance of
training experiences in theatre and outpatient clinics.
11. General surgery
We oppose the Emergency General Surgeon becoming the
default end product of a general surgical training programme. For
trainees that wish to subspecialise in Emergency General Surgery
(EGS), they should be able to opt for this as a specialty choice. We
anticipate that the number of General Surgeons who wish to sub-
specialise in pure EGS will be low; only 15.4% (42/276) of Higher
General Surgical trainees stated they would accept a pure EGS
consultant appointment if offered at interview [22]. Proposals
have been made to incorporate a specialist interest alongside EGS
in order to help with job satisfaction, prevent burnout, and offer
ﬂexibility and transferability to employers. However, ASiT has con-
cerns regarding EGS consultants performing specialist interest sur-
gery, with particular relevance to elective colorectal and upper
gastrointestinal cancer resections, where ACPGBI and AUGIS have
published minimum numbers of reportable index procedures per
annum. We therefore think it may be unrealistic that a consultant
appointed in EGS will be able to maintain this minimum number
per annum within their job-plan and therefore unlikely to be able
to take up a specialist interest in resectional cancer surgery.
Whilst Vascular Surgery has become a separate surgical specialty,
we still believe there is importance in exposure to elective Vascular
Surgery during the early years of Higher Surgical Training, to improve
tissue handling and haemostatic techniques. It is also necessary to
gain knowledge and skills of elective Vascular Surgery to augment
the management of emergency vascular admissions, as we do not
envisage the numbers of Vascular Surgery trainees in the future to
be sufﬁcient to fully cover a vascular emergency rota. We also feel
that, to ensure a CCT holder in General Surgery can independently
manage an unselected emergency take, on-going exposure to General
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12. Recommendations
End Product of Training
1. Any future CST-holder should not be inferior to a current CCT
holder.
2. At the completion of surgical training, a consultant should be
competent to practise independently.
Training Programme Design
3. The length of postgraduate training should not be shortened
without a radical change in the model of UK NHS service
provision.
4. If run-through training pathways are to be implemented
across all ten surgical specialties, robust methods for se-
lection and ARCP are essential.
5. Separation of emergency and elective training modules may
be beneﬁcial during the early years of surgical training in
certain surgical specialties, such as General Surgery and
Trauma and Orthopaedics.
6. Modular based training for the acquisition of technical skills,
such as interventional radiological or endoscopic proced-
ures, should be encouraged.
7. Post-CCT fellowships should remain as additional training
experience for advanced techniques or areas of practice and
not for content covered by the current curricula for award of
a CCT.
8. A nationally managed system for quality assurance of post-
CCT fellowships should be developed.
9. Appointment to post-CCT fellowship posts should be via a
local interview process rather than a national selection
process.
10. True ‘competency-based’ training needs successful piloting
within the NHS setting prior to any widespread
implementation.
11. Trainer engagement is imperative for competency-based
training to be successful.
Allied Healthcare Professionals
12. AHPs require clear deﬁnition of their individual roles.
13. AHPs require formal professional regulation.
14. The role of AHPs requires a robust cost-beneﬁt analysis in
the NHS setting and successful piloting prior to their
widespread introduction into emergency rotas conven-
tionally ﬁlled by surgical trainees with medical training.
15. It is essential that AHPs do not negatively impact on the
training of surgical trainees.
16. Expansion of the role of AHPs should take place to lessen the
administrative burden of Core Surgical Trainees and facili-
tate training.
Time for training
17. Trainers should have a job plan that reﬂects their role as a
trainer.
18. Trainers should be supported by their employing hospital
trust in their role as a trainer.
19. Trainers and trainees should commit to regular meetings to
discuss the trainees learning needs.
Resources for training
20. Regional deﬁcits in the provision of accessible simulation
facilities must be addressed prior to the integration on
surgical curricula.
21. Trainees' study allowance should not be ‘top-sliced’ to fund
mandatory regional simulation.
Core Surgical Training
22. The minimum indicative time for Core Surgical Training
should be no less than 2 years.23. Placements in Emergency Medicine, Intensive Care Medi-
cine and Anaesthetics should be incorporated into Core
Surgical Training programmes. These placements must have
deﬁned surgically relevant learning objectives and the time
spent in non-surgical specialties should not exceed 6
months in total.
24. Core Surgical Trainees should have regular weekly access to
a dedicated training theatre list with an appropriate case
mix for their training grade.
General Surgery
25. An Emergency General Surgery Consultant must not
become the default end product of a General Surgery
Training programme.
26. Exposure to Vascular Surgery and General Surgery of
Childhood throughout Higher Surgical Training is important
to attain the necessary skills and knowledge required of a
CCT holder in General Surgery.13. Conclusions
Surgical trainees aspire to achieve the same high standards as
their predecessors andwant to deliver the highest quality of patient
care. In order for this to be possible, surgical specialties must
remain attractive career choices with prospects of career progres-
sion. Developing unpopular training pathways will only serve to
deepen the recruitment and retention crisis within surgical spe-
cialties. The above statement represents a consensus opinion
following extensive discussion and ratiﬁcation by the ASiT Council.
This action list details factors that would facilitate, support and
encourage high quality training in surgical specialties in the context
of Shape of Training proposals.
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